MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH phony L5 Mo 8 3

ON THIS STUB

- DEPARTMENT OF PUBLIC HEALTH AND WELFARHE by STAYE £
NoOT NDED Regmr%gg District No. ““-‘_&ﬁ_}nmary Registration Dlm!ct No ﬂﬂ--imiﬂnr’: No. ._.Z? ;_...____.. FILE 'NL!M'B-.E,R ’

i. PLACE OF DEATH’ =E ] . 7 USUAL REFIDENCE (Whm decered Tived ¥ institution: Renidance efore
a. COUNTY Marion a. STATE Mo-. b, COQUNTY Jacks on admission)

b. CITY (If outside corporare limits, give TOWNSHIP anly} Length of stay in 1b c. CITY Inside Limits

oww Hannibal DOA om  Kansas City o'l No D

c :quéépvﬂio? (If NOT in haspital; give location) Inside Limits d. PS;IT)%EI'C?SS + (If outiide, give location) Reside on Farm

NSO g8, E1d7 Y Ok Ne D 106 N, Indiana Ste |Y=0 tem

. MAME OF DECEASED First Middle Last 4. DATE Month D
(ypeorprint) o _ o i . _ " OF _ A Year
William——Leslie Patrick — ea—Juna 1, 1963
: SEX ‘6. COLOR OR RACE 7 Morriod®]  Never Married [] |8, DATE OF BIRTH | 9- AGE {last binhday) | IF_UNDER T YEAR . IF UNDER 24 AR

%le mte widowed [ - Divorced [J Dec 21, 92 70 Months | Deys ]T

10a. USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 1T. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during mogt of working life, even-if retired)
Clarence, Mo, USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME o 14. NAME OF HUSBAND OR WIFE

John W. Patrick Elizabeth Powell Rell Patrick

— A ad S S e M s e
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14. AL SECURITY NO. | 17. INFORMANT Address

{Yes, no, or unknown)f (If ive war or dates of servi
yes I Wi %3 N P - Ci tg! Mo.
. INTERVAL BETWEEN

TB CAI.ISE OF DEATH (Enter only one-cause per Ilnl Yor (8], (O], 8RO T
- PART |- DEATH WAS CAUSED BY: : - E . ONSET AND DEATH
. IMMEDIATE CAUSE (1) W } @ M‘-M

Conditions, if any, DUE TO (b)
which gave rise to
sbove cause (3),
stating the under-
lying cavse lest, DUE TQ (c)

PART Il.. OTHER 5|GN|F|CN COND"'ONS CDNTRIBU‘!NG TO DEATH but not related to the terminsl PART . If oOecasaad was female was
A disease condition given in PART § (a} there a pregnancy in lest 90 days.

IDYH l 0O No IDUnknawn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRELD. {Enter nature of injury in PART | or PART 11 of item 18.)
$§§'E,""’,‘§8’ | ] ]

20c. TIME OF Houl Month, Day, Year 1
INJURY am. -

VS 300
Rev. 4/59

‘o3|

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

P,

20d. INJURY OCCURRED 20e. PLACE OF INJURY [e.g., In or about home, | 20f. CITY, TOWN, OR LCCATION
- WHILE AT WORK (3 farm, factory, sireet, office bldg., efc.)
NOT WHILE AT WORK J

1 MEDICAL CERTIFICATION

21 1 sitended the d d from. and lant saw ¥ slive on
) 1 =4§ P m on the date stated above, and to the best of my knowledge, from.the causes stared.

{Degrae_or title) - 2%b. ADDRESS 22¢c. DATE SIGNED
@W— Coyrne,— . J Yan slni_ _A Mo y‘g/‘3
[ 23b. DAAE

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

T3c. NAME OF CEMETERY. OR CREMATORY 23d. LOCATION {City,,town, ar county) [Stata)

23a. BURIAL, CREMATION,
"REMOVAL (Spaclfv}

June 4, 1963 Walnutgr

a
94, FUNERAL DMRECTOR #—200ReSS

c

BY AFFIDAVIT OF

TTEM NO.

(Licensed Ernbelmer‘s Statentén n Reverse Side}




STATEMENT BY LICENSED EMBALMER

" | hereby certify that-the body whose name is recorded on the reveise side of this certificate was emba[mecj

or by l o Student Embalmer No.

working under my personal supervision.

Student,

Signature of Sfudnn't Embalmer |

re o

Licensed Em:b‘a'lmer. No 421?
LT P. O. Address_ Hannibal Mo.

- )
— n i

Note: The above MUST BE SIGNED' BY THE LICENSED EMBALMER in his OWN HANDWRITING. -{Failure to comply
wnh the above constitutes- grounds. for ‘revocation of license).

If embalmed by:a STUDENT, he also shall sign in his OWN handwrmng

If thls body |s not embalmed fac? should be so. stated above




